INTRODUCTION
A 52-year-old male presented to the emergency department with chest pain, shortness of breath and hemoptysis that had been worsening over the past two days. Past medical history included a history of non-small cell lung carcinoma, which he had completed radiation therapy approximately four months prior and was currently undergoing chemotherapy. Significant vitals upon presentation included a respiration rate of thirty-six breaths/min and peripheral oxygen saturation measuring 80%. Physical examination revealed a cachectic male appearing older than his actual age, alert and oriented to person, place and time with rhonchi throughout his lung fields and decreased breath sounds on the right. He was started on non-invasive biphasic positive airway pressure with mild improvement of clinical status. An anteriorposterior chest radiograph was preformed and prior computed tomography of the chest was reviewed (Figures 1, 2 ). Computed tomography of the chest was also repeated on the day of presentation (Figure 3 ). 
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DISCUSSION
There are reports of high incidences of tracheoesophageal fistula formation in patients being treated for lung cancers with the combination of radiation therapy and chemotherapies, notably bevacizumab, 1 but tracheal-mediastinal fistulas are rare. 2 Patient's presentation can vary from acute tension pneumothorax and asphyxiation from pulmonary flooding secondary to hemorrhage, to insidious wasting, malaise, fever, or chronic cough. 3 Acquired fistulas of the tracheobronchial airways are associated with high rates of morbidity and mortality, with many patients dying from hemorrhage resulting from progression of the fistula into the blood vessels.
2 Emergent intubation is often required with the understanding that this may cause or worsen hemoptysis leading to possible cardiovascular and respiratory failure. There is lack of consensus for optimal definitive therapy, but options include open surgery, bronchoscopically placed expandable stents, fibrin glue, and even autologous adipose-derived stem cells. 2, 3 After discussion with the patient and family regarding the diagnosis, he preferred not to be intubated and requested only supportive care. He was admitted to the hospital on biphasic non-invasive positive airway pressure and expired from respiratory failure shortly thereafter.
